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ABSTRACT
OBJECTIVES
To revise an existing three-talk model for learning how 
to achieve shared decision making, and to consult 
with relevant stakeholders to update and obtain wider 
engagement.
DESIGN
Multistage consultation process.
SETTING
Key informant group, communities of interest, and 
survey of clinical specialties.
PARTICIPANTS
19 key informants, 153 member responses from 
multiple communities of interest, and 316 responses 
to an online survey from medically qualified clinicians 
from six specialties.
RESULTS
After extended consultation over three iterations, we 
revised the three-talk model by making changes to 
one talk category, adding the need to elicit patient 
goals, providing a clear set of tasks for each talk 
category, and adding suggested scripts to illustrate 
each step. A new three-talk model of shared decision 
making is proposed, based on “team talk,” “option 
talk,” and “decision talk,” to depict a process of 
collaboration and deliberation. Team talk places 
emphasis on the need to provide support to patients 
when they are made aware of choices, and to elicit 
their goals as a means of guiding decision making 
processes. Option talk refers to the task of comparing 
alternatives, using risk communication principles. 
Decision talk refers to the task of arriving at decisions 
that reflect the informed preferences of patients, 
guided by the experience and expertise of health 
professionals.
CONCLUSIONS
The revised three-talk model of shared decision 
making depicts conversational steps, initiated by 
providing support when introducing options, followed 
by strategies to compare and discuss trade-offs, 
before deliberation based on informed preferences.
Introduction
Shared decision making is a disruptive idea because it 
demands shifts in the power and control of interactions 
between clinicians and patients, and this is changing 
the way medicine is practiced. At the same time views 
vary widely as to what shared decision making is and 
how it can be done, which arises in part from the lack 
of an agreed set of steps to describe the approach.1 2 
Agreement on a practical model would be an important 
step to facilitate adoption.3
Instead of assuming that decisions should be guided 
by scientific consensus about effectiveness, shared 
decision making proposes that informed preferences—
by which is meant what matters to patients and 
families—should play a major role in decision making 
processes.4 Shared decision making is more than being 
attentive to patients’ needs or concerns: it represents 
an important shift in the roles of both patients and 
clinicians.5 Sharing decisions signals an end to the 
view that “doctors knows best” and the end to making 
recommendations without considering how these 
might align with what matters to patients, informed 
by the best information available from evidence based 
healthcare. Nevertheless, this change is clearly not 
easy for clinicians, especially for those whose attitudes 
are shaped by training, mentorship, and role models 
who have historically paid less attention to the views 
and preferences of patients.6
The core elements of shared decision making
Despite debates, most descriptions of shared decision 
making overlap.7 At its core, shared decision making is 
a process in which decisions are made in a collaborative 
way, where trustworthy information is provided in 
accessible formats about a set of options, typically in 
situations where the concerns, personal circumstances, 
and contexts of patients and their families play a major 
role in decisions. Shared decision making is easier when 
options are reasonable, and relevant to clinical situations 
where it is considered ethical to deliberate carefully.8 9 
Whether such situations are considered to occur rarely 
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WhAT IS AlReAdy knoWn on ThIS TopIC
Definitions and integrated descriptions of shared decision making exist but few 
attempts have been made to produce a brief model that succinctly portrays the 
key steps of how to involve patients in healthcare decisions
An earlier version of a three-talk model was found to be helpful, although many 
believed that there was room for improvement
WhAT ThIS STudy AddS
This study enabled extensive consultation about a revised three-talk model with 
key informants, communities of practice, and a sample of medically qualified 
practitioners from six specialties
The revised model conveys the core principles of shared decision making by 
proposing easy-to-remember conversational steps, portrayed in a visual format 
to facilitate use in teaching contexts
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or commonly partly depends on the importance given 
to individual preferences in determining healthcare 
decisions. Such views are shifting as the scope of 
personal autonomy and societal expectations change.
Barriers to shared decision making
The idea of shared decision making has been promoted 
by healthcare policy makers,10-12 and increasingly in 
the United States by schemes to incentivize tools that 
may facilitate shared decision making.13 Yet, despite 
the increase in attention many clinicians find shared 
decision making difficult to accomplish,114 and most 
healthcare systems do not view this approach as the 
standard of care.6 Practical problems are often cited as 
barriers, such as lack of time, poor fit into workflow, 
and scarce information designed for patient use. A 
more difficult challenge, however, is the attitude of 
clinicians, who find it difficult to adopt this approach.6
The need to be competent at shared decision 
making
We do not believe future generations of patients will 
tolerate important decisions being made without them 
understanding the key trade-offs between the harms and 
benefits of interventions.15 Some patients feel anxious 
when told about the existence of alternative options and 
may worry about being abandoned to make decisions 
alone.16 However, shared decision making is the solution 
to this concern, not the cause of it. Shared decision 
making done well combines different types of expertise—
expertise in the world of medicine and expertise in 
a personal lifeworld where priorities exist.17 Shared 
decision making takes into account, among other things, 
the extent to which patients want involvement in making 
decisions.18 Patients may well want to be informed 
about options without necessarily wanting the entire 
responsibility for decisions19 20: shared decision making 
accommodates this method of approaching decisions.
The three-talk model 2012
The initial three-talk model, published in 2012 (fig 1),3 
was our attempt to develop agreement around key 
steps. It was based on our efforts to provide a brief and 
practical way to train clinicians in busy clinical teams.6 
Our goal was to help clinicians and, increasingly, those 
who pay and manage them, to better understand the 
core processes of shared decision making and how 
they can be achieved. We wanted a model that could 
be grasped quickly and was easy to teach. The model 
illustrates shared decision making in three “speech 
acts,”21 aligned with a more extensive conceptual 
model of collaborative deliberation.22
The three-talk model revisited
Many suggested refinements to the 2012 model and 
believed that improvements could be made to achieve 
a wider understanding of shared decision making. The 
terms “choice talk” and “option talk” were considered 
too similar. Others found it odd that the model did 
not mention risk communication or goal setting,23-25 
particularly as the idea of coproduction26 gains 
ground, and reported too little emphasis on exploring 
patient preferences and context. These critiques also 
reflected developments in the shared decision making 
literature. One study argued that illness brings a state 
of “uncertainty, vulnerability, and loss of power.”27 
The researchers advocated shared decision making to 
enhance or restore a patient’s “autonomous capacity,” 
to pay more attention to the emotional and relational 
dimensions of care, and to emphasize the need to 
support the patient during a process of decision making, 
given that for most it may well be a novel experience. 
The 2012 model did not tackle these issues.
To facilitate a wide participation, a three stage 
consultation process was planned. We describe the 
process and the resulting revised three-talk model of 
shared decision making.
Methods
The three step consultation process consisted of 
commentary by key informants on a revised model, 
online survey to a wider community of interest to seek 
views on a proposed revision, and review by medically 
qualified clinicians in six clinical specialties.
Step 1: Key informant commentary on revised model
The goal of this step was to engage a group of key 
informants in shared decision making. This group was 
established by inviting contributors from academia, 
the authors of the original model,3 and, when missing, 
a range of countries to ensure representation. The 
group was given access to a cloud based document 
in July 2016, divided into three sections: 1, a copy 
of the original three-talk model (choice, option, and 
decision talk); 2, revision 1 of the three-talk model 
(see supplementary appendix figure A); and 3, a draft 
online survey to be administered in step 2.
Members were invited to add comments and suggest 
changes to both the model and the draft survey. Both 
the original model and revision 1 had descriptions of 
the key elements. When no further comments were 
forthcoming, one investigator (GE) summarized the 
suggestions and made changes to revision 1. Revision 
2 of the model was included in the proposed survey 
(step 2). Contributing informants were invited to 
consider authorship.
Step 2: Distribution of online survey to wider 
communities of interest
The goal of this step was to gather and react to as 
many views as possible from individuals, including 
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Fig 1 | Three-talk model of shared decision making, 20123
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patients, who are members of communities likely 
to have an interest in shared decision making. 
Revision 2 of the model (see supplementary appendix 
box 1) was inserted into an online questionnaire 
(Qualtrics), circulated in February 2017, as follows: 
to the Shared@ Facebook based closed membership 
group (708 members), a shared decision making 
listserv (579 members), the Society for Participatory 
Medicine (about 400 members), a Google group for 
over-diagnosis (295 members), the evidence based 
medicine listserv (1500 members), the International 
Patient Decision Aids Steering Group (112 members), 
the Shared Decision Making Interest Group of the 
Society for Medical Decision Making (92 members), 
and the Health Decision Making Interest Group of the 
Society of Behavioral Medicine (347 members). We 
were unable to determine the extent of overlapping 
membership. One reminder was sent to all groups after 
two weeks, and the survey closed after four weeks. The 
results of this step were summarized.
Step 3: Review by medically qualified clinicians in 
six clinical specialties
The goal of this step was to obtain the views of medically 
qualified clinicians who are in active practice, unlikely 
to be engaged in academic discussions about shared 
decision making, and most likely to meet the model in 
training contexts. We recognize that other healthcare 
professionals have opportunities to share decisions 
with patients. Limiting the sample to one profession 
was due to budget constraints and because decisions 
about drugs and clinical procedures are most often 
made by those with medical qualifications. To obtain 
these views we included a revised model in a short 
survey administered by SERMO (a network of 600 000 
registered international members in more than 90 
specialties). We set a limit of 300 clinician responses, 
equally divided between the US and UK, and requested 
quotas of 50 in three surgical specialties (orthopedics, 
urology, and obstetrics and gynecology) and 50 in 
three medical specialties (internal medicine, family 
medicine, pediatrics). We used the results of step 2 to 
present two modified versions of the model and asked 
for preference, ease of understanding, helpfulness in 
clinical practice, and suitability for training purposes.
Analysis plan
Step 1—Three investigators (GE, JS, MAD) summarized 
the comments according to the issues raised. Revisions 
were made to the Qualtrics survey document before 
being administered.
Step 2—One investigator (JS) carried out quantitative 
analyses using Stata version 13.1. Descriptive statistics 
were performed to generate a summary of positive and 
negative opinions on model components. Open text 
comments were grouped and summarized to indicate 
concern patterns. After discussions, modified versions 
were developed (GE, JS, MAD).
Step 3—We used descriptive statistics and χ2 tests 
to examine the relation between the respondents’ 
preferred version and other characteristics (sex, years 
in practice, country, specialty).
Patient involvement
No patients were involved in setting the research 
question. Patients, by nature of their membership of 
the various communities of interest, contributed to the 
development of the model. No patients were asked to 
advise on interpretation or writing up of results.
Results
Step 1: Commentary on a revised model
Thirty informants were invited, 11 either declined or 
did not respond, and 19 responded with comments; 
11 had clinical qualifications (PKJH, PK, TvdW, PG, ZB, 
JA, MH, NC, MM, LT, IS), and eight were researchers 
(LP-P, AL, MAD, HOW, PJB, DF, KT, DG). A linguist (DG) 
pointed to the proposed “talking” imperative in the 
step titles, suggesting that supplementary guidance 
should refer to speech actions where possible. Opinion 
differed on the use of the term “team talk.” The terms 
“preference talk,” “goal talk,” and “action talk” were 
all suggested. Some were concerned that patients 
do not consider themselves to “be part of a ‘team’ of 
health professionals,” revealing that it was not clear to 
respondents that patients were not the target audience 
for the model. Others preferred the word “team”: for 
example, one respondent said: “I prefer it, and teach it 
already . . . the development of a relationship is key to 
effective shared decision making and the ‘team talk’ part 
offers that,” and another commented, “I like the word 
‘team’ because it brings the patient into the process from 
the beginning.” A critical comment was the observation 
that the “new model has lost the essential point, often 
unrecognized, that there is a decision to be made.” This 
loss was addressed in subsequent versions.
The term “risk data” generated many concerns 
that this suggested numerical quantification only. 
As one researcher commented: “I agree risk is key. 
But ‘risk data’ doesn’t seem right. ‘Supportive risk 
communication’ perhaps?” Another said: “I view 
‘risk data’ or risk communication as a strategy that 
is indicated during option talk.” In response, the 
alternative phrase “risk communication” was used, and 
the task placed under the term “option talk.” Concerns 
about over-simplification were made—that it might be 
misleading to parse a complex dialogue into only three 
types of talk: “The model can serve various objectives. 
If it serves an educational goal, then it should be as 
simple as possible. If it serves an implementation goal, 
it should recognize the complexity that is experienced 
in fields such as primary care, rehabilitation, and other 
settings.” These comments indicated that the goal of 
the model should be made explicit.
The use of the term “elicit goals” was considered 
unclear yet at the same time there was agreement that 
goal setting was a neglected aspect of the previous 
model: “I like the inclusion of eliciting goals in ‘team 
talk,’ emphasizing that as a critical initial part of the 
process.” Awareness of a patients’ goals, in relation to 
either managing illness, accomplishing daily tasks, or 
meeting more fundamental milestones was considered 
important to identify options for the most urgent 
choice at that moment for the patient.
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One respondent suggested that it would be helpful to 
clarify the talk terms: “Could we provide a very brief, 
high level description of each ‘type’ of talk?” Based 
on a summary of the above comments, revision 2 was 
developed where descriptions were suggested for each 
type of talk (see supplementary appendix box 1), more 
emphasis was placed on providing support, the term 
“communicate risk and compare alternatives” was 
used, and the progress arrow to decision was removed, 
suggesting a less linear process.
Step 2: Distribution of online survey to a wider 
academic community
Of 269 individuals who opened a public link, 171 
completed the first question (64%) and 153 completed 
every item (57%). Most of those who answered 
demographic questions were clinicians or researchers 
(120/153, 78%) and had a master’s degree or higher 
(138/152, 91%). Table 1 presents the respondents’ 
characteristics. Half the respondents were aged 
between 45 and 65 years. Figure 2 summarizes the 
responses to questions about the helpfulness of the 
terms. Of the respondents, 59% (100/170) were 
previously aware of the model and 61% (103/170) 
found it either “very easy” or “somewhat easy” to 
understand. A majority (134/170, 79%) found the 
revision helpful or somewhat helpful (for details see 
supplementary appendix table A).
Qualitative analysis of open ended responses—A 
total of 130 respondents left at least one text comment 
(600 unique comments). To summarize, respondents 
found the model to be an improvement of the previous 
model. There was general support for the model as a 
teaching tool, and suggestions for design: “It should 
be beautiful, like an infographic, with nice colours . . . 
to capture the eyes, hearts, and minds of healthcare 
professionals.” However, there were also concerns. 
Several respondents disliked the implied linear 
process: “If the model is recursive, might it be better 
to put the boxes as a circle, or maybe arrows pointing 
back and forth?” The term “team talk” received the 
most comments and alternative suggestions, mainly 
because the intended interpretation of partnership 
formation was unclear. Opinion was nevertheless split 
on this issue—for example, “I love the term ‘team talk’ 
which includes goal setting and establishing support, 
as this fits nicely into current patient-centered 
practice.” To illustrate the positive comments, 
respondents said: “the term ‘team talk’ is helpful 
because it comprises defining and becoming aware 
of the different roles and contributions that patients 
and doctors are expected to make”; “it reinforces 
the concept of working together to reach a decision 
and extending beyond the dyad if desired,” and “I 
like ‘team talk’ better because ‘choice talk’ was a bit 
confusing alongside the ‘option talk’ term.” Some 
preferred the original version: “I see no reason to 
update the model. I have heard many people who find 
the term ‘team talk’ problematic.”
Some respondents thought that the secondary term 
“elicit goals” was too vague and that the term “choice 
awareness” was “too jargonistic.” Several people felt 
that the phrase “communicate risk” should be replaced 
by a phrase that conveyed the concept of benefits as 
well as harms—that is, they did not feel that “risk” 
would be widely interpreted as describing probability. 
The depiction of movement from initial preference to 
informed preference and the term “form preferences” 
were critiqued: “I don’t think that ‘initial preference’ 
should be in the ‘decision talk box’, they are present 
prior to this part of the conversation.” There were also 
concerns that decision making itself, or deferment, 
was not explicitly included in the model. Many said 
that there was a lack of detail about the speech tasks 
that related to each talk term.
Responses to concerns—To reduce the linear depiction 
of the model, a graphic was created (GE) that emphasized 
fluidity between talk steps, with more color and less 
explicit direction, recognizing that conversations about 
decisions can be complex and recursive. After this 
step, we had two potential versions (revisions 3A and 
3B), as shown in supplementary appendix figures B 
and C, which were included in step 3. The term “team 
talk” was retained because, after consideration of 
many alternatives, such as “partnership talk,” “team 
Table 1 | Step 2: characteristics of respondents to Qualtrics survey
Characteristics No (%) of respondents (n=153)
Men 58 (38)
Women 93 (61)
Prefer not to say 1 (1)
Role:
 Researcher 65 (42)
 Health professional 55 (36)
 Patient 7 (5)
 Policy maker 5 (3)
 Other or prefer not to say 21 (14)
Age (years):
 25-44 54 (35)
 45-65 77 (50)
 ≥65 22 (14)
Education:
 Some college/college graduate 12 (8)
 Master’s/higher degree 138 (91)
 Prefer not to say 2 (1)
*For details see supplementary appendix table A.
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formation talk,” and “goal talk,” comments overall 
supported retention of this term. These comments 
described the vulnerability of patients when confronted 
with choice, their fear of abandonment, and the angst 
of facing anticipated regret.27 The “team” term was 
ultimately considered the best way to briefly convey the 
need to form a supportive partnership with patients and 
others, when introducing decisional responsibility. To 
guide interpretation, we added three short task phrases 
to clarify the term “team talk.” These were: (a) indicate 
choice (that is, make patients aware that choices exist), 
(b) provide support, and (c) identify goals and explore 
patients’ overall goals in relation to their health issue, 
especially as decision making relies so much on long 
term objectives. We removed jargon—for example, the 
phrasing around risk was modified to “discuss harms 
and benefits.” Responding to advice to make the model 
more practical, we added brief descriptions of each talk 
domain by adding suggested scripts. For example, for 
team talk we added the phrase “Let’s work as a team 
to make a decision that suits you best” (GE) and for 
decision talk “Tell me what matters most to you for this 
decision” (HOW).
Step 3: Views of medical practitioners from six 
specialties
Based on the comments received in step 2, we included 
revisions 3A and 3B of an updated model in the survey 
(see supplementary appendix figures B and C). A total of 
1470 invitations were sent (867 in the UK and 603 in the 
US) to obtain 316 (22%) responses: 78% were male and 
48% had been in practice between 11 and 20 years (see 
supplementary appendix B for details). Opinion was split 
about the preferred versions: 50% (n=158) preferred the 
less linear depiction, 38% (n=120) preferred the linear 
version, and 12% (38) did not declare a preference (see 
supplementary appendix table C for details). For the 
278 who had declared a preference, 57% preferred the 
less linear version. χ2 test results indicated that there 
was no statistically significant association between the 
declared version preference with sex, country, clinical 
specialty, or time since qualification.
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Get to informed 
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Fig 3 | Three-talk model of shared decision making, 2017
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Most but not all 316 respondents agreed or 
strongly agreed that the three-talk model was “easy 
to understand” (67%), “could be helpful in clinical 
practice” (59%), and “could be used to introduce 
shared decision making to others” (65%). About half 
of the respondents indicated that the model would 
require training in its use (54%) (see supplementary 
appendix table D). Given that the non-linear depiction 
was favored by a small majority (57%) of clinicians, 
this version (fig 3) was prepared for adoption by 
adding superscript numbers to indicate a logical 
sequence, whereas the graphic indicates that an 
iterative approach is feasible.
discussion
The revised three-talk model was viewed positively 
by the three constituencies consulted, and as a result 
of the consultation, obtained wide approval, despite 
being at risk of oversimplifying the complex dynamic 
interpersonal communication process that is required 
when undertaking shared decision making into a 
limited number of discrete steps. Opinions favored 
a graphic version that suggested the need to view 
shared decision making as a fluid transition between 
different kinds of talk (fig 3). Some liked the simplicity 
of a linear format, especially for those at early stages of 
their clinical careers. The final version we adopt was 
developed by using a wide engagement process, and it 
underwent substantial iterative modification because 
of comments received over 12 months. Experts in the 
specialty often hold divergent views about the use of 
some terms, and it was not possible to accommodate 
all suggestions while simultaneously meeting the 
goal of producing a model that is easy to grasp and 
hopefully memorable. Comments received during 
peer review led to additional insights, and we added 
the phrase “active listening” to the model,28 a skill 
that was presumed but had not been made explicit. 
The proposed revision is our attempt to pay attention 
to being visually appealing, conceptually valid, and 
as self explanatory as possible. The overarching goal 
was to produce a model that can act as an infographic 
for clinicians: a primer, a reminder, and a guide to 
accomplishing shared decision making. We should 
acknowledge that while it is entirely possible to 
conduct all three steps in a single encounter, there 
is often a need to use successive visits to allow for 
reflection and deliberation, either across time or with 
different professionals,29 30 with or without the use of 
evidence based tools to support conversations.31
Critique of method
Efforts were made to collect a range of views, using 
a mixture of data collection strategies. Patients are 
members of many of the lists we contacted, and we 
are aware that some responded: other input from 
patients was limited. Health professionals are the 
target audience of the model, but we concede the need 
to ensure acceptability by patients. We also recognize 
the limitation of only seeking the views from medically 
qualified professionals, and in only two countries. 
It is our goal to work with others to translate and, if 
necessary, adapt the model to other settings. We 
did not adopt a formal consensus research method 
because of the need for design decisions that cannot 
accommodate every viewpoint. We acknowledge that 
given the potential pool of respondents, we might have 
expected a higher number of responses. Nevertheless, 
we obtained more than 150 detailed comments for the 
second revision, indicating wide participation in the 
development of the final product and incorporating the 
perspectives of relevant stakeholders.
Context
Multiple descriptions and definitions of shared 
decision making exist, as reviewed by Makoul and 
Clayman in 2006,7 and many discussions about what 
might and might not be consistent with a shared 
decision making approach. We note that the Agency 
for Healthcare Research and Quality proposed a five 
step approach to shared decision making using the 
acronym SHARE (Seek participation, Help comparison, 
Assess values, Reach decision, Evaluate decision), 
which was the basis for a training curriculum.32 We are 
not aware of other formulations designed to introduce 
clinicians to the key steps of shared decision making. 
Shared decision making is sometimes supported 
by patient decision aids,33 which often include risk 
communication formats.34 These would fit naturally in 
the “option talk” step.
Comparing the proposed update to the 2012 version, 
the description of the first step in the talk model 
received the most comments. Opinion was divided, but 
to reflect recent developments in the shared decision 
making literature23 27 we felt that the term “team talk” 
best signaled the need to provide support and explore 
goals. It was also clear that opinion was evenly divided 
about the linear or less linear depiction. We elected to 
adopt a version that placed a supportive dialogue as 
the overall principle for shared decision making, and 
indicated a typical numerical sequence.
Implications
The high citation count for the 2012 model 
has indicated substantial use of the model in 
presentations, training programmes, and workshops 
using standardized patients. To evaluate this 
version, we plan to assess its ability to support skill 
development, with and without additional training, 
and with and without the use of encounter based 
patient decision aids. Research will be encouraged in 
different countries to know whether the model can be 
translated, adapted, and used in different context and 
cultures. As others in this consultation process have 
verified from their experience, operationalizing shared 
decision making in terms of discrete “talk” elements 
in a mechanistic way helps learners understand how 
to translate the idea of shared decision making into 
practical strategies that promote skill development. By 
conducting this consultation, we are now able to offer 
a revised model that is less prescriptive yet still retains 
a stepwise approach towards improvisation.
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